before this Section of the Royal Society of Medicine on the place of Casarean section in the treatment of placenta praevia, you pointed out that of late considerable prominence had been given to this subject owing to the elaborate discussion of it in America by the American Gynecological Society. You also suggested the propriety of this Section expressing some opinion as to the value of the operation in such a serious complication of pregnancy. I need not say how pleased I am to avail myself of this opportunity of placing my views before you, and, though my paper may not in itself prove a valuable contribution to the literature of the subject, I hope that, by introducing a discussion which will be of value, it may serve its purpose.
I should perhaps say at the beginning that, personally, I have had no experience of any form of Caesarean section as a treatment of placenta praevia, and though at first sight this might seem a fatal objection to my writing on the subject, yet, on the other hand, I do not know of any one in this country who has had much, if any, experience of the method.
Various gyneecologists and obstetricians may have performed Cesarean section on patients with placenta previa because of some other accompanying complication of the pregnancy, but I do not know of any one who, so far, has adopted it on account of the placenta praevia alone. We are therefore, I think, discussing the operation with a view to determine, not the results of our individual experience, but whether we ought to have any such experience: whether, in other words, the operation has any place in the modern treatment of placenta praevia. There are certain limitations which I wish to impose on this paper, though whether the subsequent speakers observe them or not is a matter entirely for themselves. In the first place I shall confine myself to a discussion of the value of Casarean section as a treatment of placenta pravia, and not as a treatment of certain cases of placenta praevia complicated by other conditions which in themselves call for Caesarean section. The reason for this limitation requires no explanation. In the second place I propose to discuss this form of treatment from the standpoint of the specialist, and not from that of the general practitioner, because, whatever arguments I may bring forward in support of the operation from the former standpoint, I can only regard it as an inadmissible form of treatment from the latter standpoint. The undoubtedly high mortality of placenta praevia in the hands of the general practitioner can be reduced by very muchmore simple means than by the adoption of an operation. which, in his hands, and under the conditions under which he must operate, brings in a new and very potent cause of mortality.
In consequence of these limitations my paper resolves itself into an answer to the question: Will Caesarean section lessen the mortality of placenta praevia for the mother or for the child ?
The first thing to be considered is the existing mortality, in order that we may know to what extent it is capable of improvement. I shall discuss the maternal mortality first. It appears to me, speaking from an experience based on the statistics of the Rotunda Hospital, that there is a rather exaggerated idea of the mortality caused by this condition. Whether this is the result of Lawson Tait's statement that the mortality of placenta proevia under obstetric methods of treatment amounted to 40 or 50 per cent., or of Mr. Bland-Sutton's implication that the condition is only slightly less serious than a mesometric pregnancy, or whether it is the result of experience of forms of obstetrical treatment other-than those adopted in Ireland, I do not know. Whatever may be the reason, the Irish statistics do not seem to warrant us in regarding placenta praevia as a complication of pregnancy to which an excessively high rate of maternal mortality is necessarily attached.
I will take the statistics of the Rotunda Hospital for the last twenty years. During that time 32,546 women were confined in the hospital, Obstetrical and Gynacological Section and of these 138 had placenta prnevia. Five of these 138 women died, a percentage of mortality of 3 6. I shall, I believe, be able to show that, with a single exception, each of the women who died were either moribund from haemorrhage or in a condition of advanced sepsis when admitted to the hospital; and, further, that in every case in which the regulation treatment was adopted from the first, the patient recovered. A very similar rate of mortality at the hands of American specialists was recorded by Fry in a paper read at the April meeting of the American Gynaecological Society. He records 161 cases with five deaths -a percentage mortality of 3'1. As I understand his paper, the treatment adopted in these cases was identical with that adopted at the Rotunda Hospital-namely, bipolar version, bringing down of a foot, and leaving the expulsion of the child to the natural efforts. From these statistics, therefore, it appears that, so far as the mother is concerned, in only about 3 5 per cent. of cases is it necessary to look to Caesarean section to improve our results.
I now present a table (p. 170) showing the nature of the fatal cases of placenta praevia that occurred at the Rotunda Hospital in the last twenty years, and the treatment adopted in them. From a study of it we shall be able to form some opinion as to the possibility of improving the results by the adoption of Caesarean section.
Of the five cases enumerated in this -tble, we see that three (Nos. 2, 3, and 4) died of septic infection received before admission. I do not think that its most strenuous supporter could suggest that under such circumstances Caesarean section would have been of any benefit, and, therefore, I propose to omit these cases from the number of those patients whom the performance of Caesarean section might have saved.
There thus remain two cases-the first and the last. No. 1 occurred a considerable time ago-nearly twenty years. I cannot say why internal version was attempted instead of bipolar version, but presumably it was because the membranes were ruptured and the liquor amnii had escaped. It is also difficult to say whether the uterine rupture occurred during the attempt to turn the foetus or during its extraction with the forceps. I do not think that there is subsequently any record of a case that was similarly treated, and I do not think that the authorities of the Rotunda Hospital would, under similar circumstances, adopt this treatment again. Further, it does not appear to me to be a case in which any one would have advised Coesarean section, although, if the rupture had been recognized before the application of the forceps, one might have done so. Under such circumstances the Cesarean section 169 would have been performed on account of the uterine rupture, and not on account of the placenta praevia.
The last case, No. 5, is the only one on the list in which death occurred from haemorrhage from the detached placenta; but in this case the patient was almost moribund on her admission to hospital. She No. Year Name Marginal Patient admitted with heemorrhage; marginal placenta praevia was diagnosed, and an attempt made to perform internal version; this was abandoned in favour of the forceps, as the lower uterine segment was very thin; extraction was easy, but subsequently, during the removal of the placenta, which was adherent, rupture through the upper portion of Douglas's pouch was found, and the patient died on the couch Marginal Patient had driven nineteen miles to hospital; previously attended by a midwife, who had made frequent examinations; she had had intermittent haemorrhage for two months; on admission, her vagina was enormously distended with clots and her clothing saturated; external version was performed and then a foot brought down; fcetus expelled in an hour; twelve hours later, pulse 160, temperature 103A40 F. ; temperature later rose to 1040 F., and patient died on third night after admission Central Patient admitted with history of repeated haemorrhages and rigors; she had been examined by a " handy woman " and two doctors; on admission, pulse 140, temperature 960 F. ; placenta and child expelled just after admission; six hours later, temperature 1020 F., pulse 144; temperature rose next evening to 1050F., and continued so until seventh day, when it reached 1060 F., and patient died Central Patient admitted with the vagina plugged, and in a very weak state; bipolar version was performed, and child expelled two hours later; on fourth day the temperature was 1010 F., and on following day 102°F.; streptococci found in the vagina; died of acute sepsis on eleventh day Marginal Patient in a collapsed state; she had been bleeding for several hours, and during a long railway journey prior to admission had fainted four times; bipolar version was performed; the haemorrhage completely ceased, but she died three hours after admission was treated in the regulation manner by bipolar version, with the result that all haemorrhage at once stopped; but, in spite of this, she died, undelivered, three hours later. Could Caesarean section have made any difference ? It could not have checked the haemorrhage any more quickly, and it certainly would not have caused less shock than the bipolar version. Therefore I think the answer must be in the negative. Thus, of the five patients who died, amongst the 138 patients treated for placenta praevia at the Rotunda Hospital during the last twenty years, there does not appear to be one who would have been benefited by the performance of Casarean section.
Why is this so? I shall try to state what appears to me the probable reasons in a few words.
The causes of death in placenta praevia in the vast majority of cases can be grouped under one or more of three heads:-haemorrhage; sepsis; and shock, by which I mean the associated effect on the patient of haemorrhage and of the nerve irritation caused by operative interference. What is the relative value of the treatment of Braxton Hicks and of Caesarean section in each of these conditions ?
If anything is clearly established about placenta praevia it is that the treatment of Braxton Hicks, when carried out in a skilful manner, immediately checks the bleeding from a detached placenta proevia, and that, if it can be carried out, no other treatment is necessary. Moreover, it appears equally certain that it is no more likely to be followed by sepsis or by shock than is Caesarean section; indeed it would appear to be considerably less likely to be followed by such results. If the patient is already septic when she comes under treatment, dissemination of the infection is probably less likely after the treatment of Braxton Hicks than after Caesarean section; although Caesarean section might improve the prognosis if it was followed by a total hysterectomy, for a similar reason that hysterectomy is sometimes said to be the best treatment of profound septic infection of the uterus. This operation is a very formidable one, and, when performed on a patient weakened by previous hbemorrhages, would almost certainly be fatal, although, if the patient recovered from the immediate shock, the prognosis might be then improved. Such a case, however, hardly comes within the limits of this paper. If the patient is profoundly collapsed when she comes under treatment, Braxton Hicks' treatment, carried out under an anesthetic, is surely less likely to aggravate shock than is Caesarean section, provided, as I hope everyone now recognizes, it is n6t followed by immediate extraction of the foetus, and that delivery is left to the contractions of the uterus.
Where, then, is the place of Caesarean section in the modern treatment of placenta praevia? If you accept my arguments, and if you regard the 138 cases treated at the Rotunda Hospital as representative of the general run of such cases, it appears that there is only one possible class of case in which CTsarean section may be advisable-namely, that in which it is impossible to carry out the treatment of Braxton Hicks.
There appear to be only three conditions which can make the treatment of Braxton Hicks impossible in an uncomplicated case of placenta praevia. The first of these is where a rigid and undilated condition of the cervix makes it impossible to pass even two fingers into the uterus. The second is where the membranes have already ruptured and the uterus has so contracted down upon the foetus that version is impossible. The third is where the presenting part is fixed in the pelvic cavity.
For reasons which I shall mention later, I think the first is very much the most important. It is obvious that, if the uterine orifice will not admit two fingers, it is impossible to bring down a foot, even though we may be easily able to perform external version, and bring the breech over the brim. It is also obvious that, though this complication is rare, and, to quote an American writer, is one which " depends to a great extent upon the obstetric experience of the individual operator," it nevertheless still occasionally occurs. According to several of the speakers at the April meeting of the American Gyna3cological Society, it occurs in about five per cent. of cases, and I think the Rotunda statistics would approximately agree with this figure.
It does not follow, however, because the treatment of Braxton Hicks is inapplicable in these cases, that the next best treatment is Caesarean section, since there are at least two other methods of treatmnent available. It is possible to dilate or to incise the cervix to the necessary degree to enable two fingers to be passed into the uterus, and it is also possible to plug the vagina, as in accidental hemorrhage, and so to prevent further loss of blood. Dilatation of the cervix may be dismissed, as it is too dangerous an operation in the presence of placenta previa owing to the risk of deep lacerations of the softened cervical tissues. I have no experience, either direct or indirect, of incision of the cervix in such cases; but the criticism occurs to me that, if deep incisions of the cervix can be made with safety in the presence of a placenta praBvia, as is stated by the* supporters of vaginal Cesarean section, it should be equally possible to make with safety the smaller incisions necessary to enable one to introduce two fingers into the uterus. Plugging the vagina, on the other hand, appears to be a safe and reasonable means of gaining time in which cervical dilatation can occur. It must be carried out in a careful, thorough, and aseptic manner, and under these conditions it has proved successful. If I may again refer to the Rotunda statistics, I find that among the 138 cases recorded, in four it was found appeared to support this view. The cases that got well without operation were mainly those in which delivery occurs spontaneously. Zweifel gave a mortality of 28'5 per cent. in cases under expectant and 11'5 per cent. in those under active treatment. If the patient was in labour, relief could often be afforded by rupturing the membranes to relieve pressure and delivering by forceps when the cervix is dilated. If in any given case rapid delivery was indicated and the cervix was undilated and rigid he thought abdominal Caosarean section, by which the child and placenta could be delivered in three minutes, was preferable to vaginal Cesarean section or Bossi's mechanical dilatation of the cervix. He disapproved of any such routine treatment of eclampsia as.
operating " after the first fit,' as Bumm proposed, but he thought there was. reason to believe that Caesarean section would be occasionally useful. He thought Dr. McCann's indications were excellent, provided the cervix wasrigid and undilated, and he thought any serious diminution in urea was. aLnoth1er indication of value.
Mr. W. D. SPANTON remarked that formerly when he came across a case of puerperal eclampsia the routine practice was to bleed on the occurrence of the first fit, then administer chloroform, and set to work to empty the uterus. The result was usually satisfactory, as the bleeding tended to relax the cervix so that delivery could soon be accomplished-usually by turning. Some of the worst cases he had seen had been post -part umn ones; therefore he tlhought the adoption of Caesarean section, as a recognized procedure in ordinary cases where other methods such as those he had referred to, or treatment by veratrum, as advocated by Professor Mangiagalli (and said to have been very successful in his hands), had not been first tried, was hardly justifiable. No. doubt in those instances where the cervix was hard and undilatable, or where pelvic contraction existed, abdominal Caesarean section would be the safest course to adopt, but it should be reserved for such exceptional cases.
Dr. W. J. Gow said that he considered delivery by Caesarean section was justifiable in certain cases of eclampsia. He thought that with the natural termination of labour, or as the result of artificial extraction, if no great injury had been inflicted, improvement in the symptoms was frequently observed. In severe cases, patients died even after delivery, but after the uterus was emptied the chance of recovery was greater. In one case in which he had performed Caesarean section on account of pelvic contraction, the patient was. suffering from severe toxtemia, as evidenced by the presence of a large amount of albumin in the urine and the occurrence of several eclamptic convulsions.
The recovery after the operation seemed in no way interfered with by the toxaemic state, so that the operation performed under such conditions. does not seem to be associated with any increased risk. The high mortality of the operation undertaken in cases of eclampsia had been alluded to; but although it was true that many such patients died, it would seem that they died of the eclampsia, and not from the operation. If the cervix was not taken up, and was rigid and undilatable, delivery by Ceesarean section seemed to him the simplest and safest method to employ-the other hand, if in such cases the uterine muscle was so flabby as to allow concealed haemorrhage, it would hardly control the feetus to such an extent as to prevent the performance of bipolar version. So far I have dealt with my own opinions, founded on such cases as I have treated myself and on the results of the cases treated at the Rotunda Hospital, and now I should like to turn to the opinions of others as enunciated at the April meeting of the American Gynaecological Society.
Five papers. dealing with Caesarean section in placenta praevia were read by Dr. Harrison, Dr. Jewett, Dr. Fry, Dr. Newell, and Dr. Grandin respectively, and in the discussion which followed Dr. King, Dr. Herbert Spencer, Dr. Hofmeier, Dr. Lapthorn Smith, Dr. Harris, Dr. Stone, and Dr. Peterson, in addition to others, spoke.' Two indications were given for the performance of Caesarean section in the interests of the mother. The first of these was a rigid and undilatable condition of the cervix, especially in the presence of a central placenta praevia. The second was the need of some form of treatment that was suitable for use by a surgeon with an insufficient obstetrical experience. In this connexion one of the speakers (Newell) added that "the advocates of Caesarean section had not recognized that their personal limitations furnished the great indication for an abdominal delivery, and not the exigencies of the case." The meeting as a whole was, I think, inclined to adopt the attitude that the first of these indications was present in about five per cent. of cases, and that Caesarean section might then be justifiable. Dr. Lapthorn Smith alone seemed to consider that Csesarean section was a comparatively safe operation in most cases, but he seemed to regard accouchement force as the only alternative. If accouchement force was really the alternative, one might be inclined to go part of the way with him, but I hope I am right in saying that in this country such treatment has long ceased to be regarded as permissible. I have tried to show why in Ireland we have not found it necessary to resort to Caesarean section even in the five per cent. of cases in which the cervix is not sufficiently dilated to allow a foot to be drawn down, and I think everyone recognizes that throughout the British Isles the second indibation is c'nspicuous by its absence. I may sum up my views on the value of Coesarean section as a means of reducing the maternal mortality in a few words. There does not appear to be any place for Caesarean section in the nodern treatment of uncomplicated cases of placenta pravia. In a few very exceptional ' Trans. Amer. Gyn. Soc., Philad., 1909, xxxiv, pp. 23-72. cases-such, for instance, as when a rigid condition of the cervix or premature rupture of the membranes is associated with an unhealthy and atonic condition of the uterine muscle-it may be indicated. Such cases would be first treated by the vaginal plug, and, if internal haemorrhage then results, Caesarean section may be indicated. Personally, however, I think that if I was to meet with the unusual association of a rigid cervix with an atonic uterus-a condition which has not been seen at the Rotunda Hospital during the past twenty years I should be inclined to enlarge the cervix by incision and then adopt the treatment of Braxton Hicks.
We must now pass on to the consideration of the foetal mortality in placenta praevia, and here we are face to face with an entirely different state of affairs. The rate of foetal mortality in placenta praevia is undoubtedly extremely high, and, furthermore, the rate apparently increases as the maternal mortality lessens. In the Rotunda Hospital, where the maternal mortality was 3 6 per cent., there were seventy-four viable infants born dead in 128 deliveries of patients with placenta proevia-a mortality of 57-8 per cent. The American statistics place the death-rate at a very similar figure (57 3 per cent. ). The causes of this mortality are well known. Every factor accompanying placenta pravia tends to cause the death of the foetus. The latter is premature. Its placenta is often badly developed, is certainly in part or altogether detached, and may in addition be torn in its foetal portion so that foetal blood is lost. Consequently, since every form of treatment that gives a low maternal mortality necessitates a slow delivery, the death of the foetus is almost certain to result from asphyxia or haemorrhage. If we want to improve the prognosis for the foetus, delivery must be effected almost as soon as the position of the placenta is diagnosed, and this, by any means except that under discussion, has been tried and has failed on account of its deadly effect on the mother. The only form of modern treatment which has apparently at all reduced the mortality of the foetus is the use of-Champetier de Ribes' bag, but, as Dr. Herbert Spencer told the April meeting of the American Gynecological Society, though it reduces the foetal mortality considerably, it increases the maternal mortality. I do not think that de Ribes' bag has been tried to any extent in Ireland, probably on this account.
Here, then, is a possible place for Caesarean section in the modern treatment of placenta proevia. If the maternal mortality cannot be reduced, there is at least an excellent opportunity of reducing the faetal mortality. The results, however, are disappointing. Jewett, in his paper already referred to, records the results of ninety-five abdominal Jellett: Cesarean Section in Placenta Praevi Caesarean sections with a foetal mortality of 34 per cent., of twelve uterovaginal sections recorded by Bumm with a foetal mortality of 83-3 per cent., and of twenty-six vaginal sections recorded by Hammerschlag with a foetal mortality of 55 per cent. These figures show that vaginal Caesarean section as a means of imnproving the fcetal mortality need not be considered, and that abdominal Coesarean section alone is of any avail. The latter, according to Jewett's figures, effects a reduction of about twofifths, and, presumably, if it was performed at an earlier stage in the case, it would be more successful. It is, however, obvious that, if Caesarean section is to be of use, it must be adopted in all cases, since we have no means of telling when the life of the feetus is in danger, and when it is not; and it must be adopted to the exclusion of every other mode of treatment, otherwise it is probable that the foetus will die during the delay thus caused, and a subsequent Coesarean section be valueles §.
Seeing that, after Caesarean section, the maternal death-rate is nearly four times greater than after the usual obstetrical methods, and that the prospects of the life of the foetus are bad, owing to its prematurity and the effects of the previous haemorrhages, I do not think anyone is prepared to recommend. such a course. Consequently, Caesarean section is only likely to be performed for the sake of a fcetus whose life is of exceptional importance.
Before I finish, I ought perhaps to say a few words on the relative advantages of abdominal and vaginal Camsarean section respectively in the few cases in which either is indicated in the interests of the mother alone.
If one regarded Caesarean section as an advisable routine treatment in the mother's interests for placenta previa, one might also be inclined to regard the vaginal operation as preferable to the abdominal, provided it could be shown to be as safe. If, however, one considers that Caesarean section should be reserved for cases in which a rigid condition of the 6ervix is associated with an atonic condition of the uterine muscle, one must take the possibility of severe post-partum hbomorrhage into account, and this may materially modify the situation. If the uterus does not contract after an abdominal Caesarean section, supravaginal hysterectomy is a comparatively short and simple procedure, while the removal of the full-term or nearly full-term uterus through the vagina is a longer and more complicated procedure. The very fact that vaginal Caesarean section has been successfully practised in placenta proevia seems, if I may say so, to prove that it is never required, since, if one can make the deep incisions necessary to remove the fcetus, one ought to be able with still greater ease to make the smaller incisions necessary to enable us to perform bipolar version.
Lastly, so far as the foetus is concerned, it is apparent that the statistics collected by Jewett are almost as fatal to the vaginal operation as the operation is to the foetus.
In conclusion, I have only to say that I hold no brief against the adoption of Cmesarean section as a treatment for placenta pravia. Mv position is simply that I am unable to see a place for it. What we really require in these cases is an advance in our methods of treating the collapse of heemorrhage and the shock, and of combating infection, as thus we could reduce the present mortality and save some of the patients who are apparently moribund when they first come under treatment. In all other cases, our existing methods appear to me to be sufficient so far as the mother is concerned.
DISCUSSION.
Dr. HERBERT SPENCER congratulated Dr. Jellett on his excellent paper, which was particularly valuable at the present time when Caesarean section was being extensively advocated for conditions which permitted natural delivery in many cases, and in others permitted delivery by methods much less serious to the mother than Caesarean section. Thus a foreign gynaecologist had recently indignantly repudiated the suggestion that some of his Caesarean sections were unnecessary by asserting that he had only performed Caesarean section 40 times out of 2,500 labours, or once in 63 labours ! Dr. Jellett had done well to show the small mortality that attended the treatment by bipolar version and slow delivery; the cases which terminated fatally did so as a result of severe haemorrhage or infection before the treatment was adopted, and would not be saved, but would be further imperilled by the performance of Caesarean section, unless, in the infected cases, the uterus was removed. He (Dr. Spencer) did not go so far as Dr. Jellett, who said there was no place for Caesarean section in the treatment of placenta previa, but thought it was clearly indicated in certain rare cases of complete placenta pravia at or near term with a living child, an undilated rigid cervix, and a considerable loss of blood. In such a case the delivery by the natural passage was extremely dangerous to the mother and almost certainly fatal to the child, whereas Caesarean section would almost certainly save the lives of both. At the annual meeting of the American Gynaecological Society, held in New York last year, he had mentioned such a case of his own which occurred over twenty years ago, and which terminated fatally as a result of haemorrhage and shock from dilating the cervix and delivering by the vagina.' It had always been a regret to him that he had not performed Casarean section in that case. But it was the onlv case he could remember in which he thought Caesarean section I Tr-ants. Amer. Gyn. Soc., Philad., 1909, xxxiv, p. 65. was called for, and amongst the many distinguished American obstetricians present at the meeting alluded to there was as much unanimity as is ever met with amongst medical men that the operation was called for only in the rarest instances. If, however, the interests of the child are to be placed on the same level as the interests of the mother (a position which he thought no one could defend), then de Ribes' bag and Bossi's dilator greatly improved the chances' of the child surviving without greatly endangering the mother.
He drew attention to the remarkable series of cases of placenta pravia treated by Caesarean section by Kronig 1 and Sellheim, who had performed the operation twenty-six times, all the mothers recovering, all the children being born alive, and all who weighed over two kilos surviving. These remarkable results should arrest the atteneion of all obstetricians; but, until the cases had been published in detail, he did not feel inclined to alter his opinion that placenta praevia very rarely indeed called for Caesarean section, an operation which could not be safely performed at the patient's home, which required time, aseptic surroundings and skilful assistance, and which left behind it several potential disabilities: whereas version could be safely carried out in a few minutes without assistance, and, if followed by slow delivery, interfered in no way with the patient's well-being, nor with subsequent parturition, Dr. CHAMPNEYS expressed his appreciation of the lucid and logical paper which they had just heard, and with which he almost entirely agreed. He thought that in placenta praevia the child must take its chance; that the mother must be the first consideration, and that any special attempt to improve the chances of the child would be at the expense of the mother. Secondly, he thought it was satisfactory to find in any obstetric question that the best treatment could be carried out by Nature's weapons-in this instance Braxton Hicks's bipolar version, which, invented many years ago, had become overlaid, was rediscovered in Germany some twenty-five years ago, and now was the accepted routine treatment in the Rotunda. It was occasionally possible to perform it through a cervix which only admitted one finger; he had done it himself.
Dr. PURSLOW said that he believed that good results could be obtained in those cases for which Caesarean section was proposed-viz., where the os would not admit of bipolar version; by the older treatment of plugging, but, unless the vagina was tightly packed with the material, the proceeding was worse than useless, and, in order to secure tight packing, it was essential that the perineum and posterior vaginal wall should be well retracted: if possible, a Sim's speculum should be used for this purpose, and it was a great advantage to have the woman in the dorsal position. In his experience post-parturn htemorrhage was a complication greatly to be dreaded in cases of placenta prw,via, and he believed that it might occur independently of lacerations of the cervix, owing to the fact that the placental site was in an unfavourable position to allow of haemostasis by uterine contraction; although the amount of blood lost might be small, yet, coming on the top of the previous hwemorrhage, it might quickly place the woman in a condition of grave danger. Caesarean section would not provide against this contingency, unless the uterus were removed at the same time.
Dr. AMAND ROUTH agreed with Dr. Jellett that there was no place for Caesarean section in the ordinary or routine treatment of plaeenta provia. An American textbook recently published suggests that Caesarean section might be done when the ante-parturm haemorrhage was uncontrolled by a tampon, where the os is undilated, the woman not much affected by the hwmorrhage, the child at term and living, and the patient uninfected and with a good environment. This would mean that Cmsarean section would become the general treatment of cases of placenta previa seen in their early stages, and would be undertaken before a sure diagnosis was made, and before dilatation of the cervix and Braxton Hicks's meth'ed of version had been attempted. This is clearly inadmissible and unjustifiable, but it is quite possible that it would be good treatment in some of the cases described by the author where the cervix was rigid and undilatable. According to the author this condition occurs in 4 or 5 per cent. of all cases. He recalled such a case more than twenty years ago, wheie serious ante-partitm htamorrhage had taken place in a primipara at a seaside resort. When he reached the patient he found the vagina plugged by the doctor in charge of the case, the external os was closed, and only with the greatest difficulty-after two hours under deep ancesthesia-could he get two fingers in, and eventually was able to bring down a foot and arrest the haemorrhage. Next morning the cervix was still absolutely rigid, and did not yield for another fifteen hours, when the child was born. The cervix was, however, torn, and the patient eventually died of sepsis. If he had that case to-day, with the added twenty years' experience, he would certainly do Caesarean section. If Caesarean section were reserved for such cases of placenta previa it would not be adding the placenta praevia the mother's life was often exposed to serious risk, and the child seldom or never survived. He mentioned that he had performed Cesarean section for one case of central placenta pravia in which both mother and child did well. Such treatment was only to be undertaken in exceptional cases. He considered that the indications for such a form of treatment were as follows (1) That the placenta be centrally situated; (2) that the os be small and rigid;
(3) that the parts bleed freely on any attempt at manipulation; (4) that the surrounding conditions be favourable; (5) that the mother be not in a condition of collapse; (6) that the child be near full term and alive. In the hands of a skilled operator the proceeding presents no difficulties, and very little danger to the mother. The life of the child is saved, whereas by other methods of treatment it would almost certainly be lost. The treatment by hydrostatic bags or bipolar version is associated in such cases with a very real danger to the mother, and the risk attending a Cesarean section is certainly not greater, and probably considerably less. Previous speakers had alluded to the risk of postpartum haemorrhage after delivery by version in cases of placenta proevia. He thought it probable that in such cases the bleeding came from lacerations, produced during extraction, rather than from an imperfectly retracted lower uterine segment. In the case in which he had performed Caesarean section he was struck by the anamic condition of the uterus, and the firm contraction which took place after the child and placenta were removed. Another class of case in which he also thought Caosarean section was indicated was where the patient, in addition to a central placenta prmvia, had a purulent vaginal discharge. The risk of infection in these cases was very great, inasmuch as the fingers passed through the vagina had to be brought in direct contact with the placental site. Cases of purulent ante-partum vaginal discharge were common at Queen Charlotte's Hospital, probably gonorrhceal in origin, and as long as the third stage of labour was normal, no trouble occurred during the puerperium; but if the placenta had to be removed, unusually grave septic infection frequently followed.
Dr. GRIFFITH had so recently referred to his one case of Caesarean section for placenta pravia in the discussions at that section, and on Dr. Blacker's paper at the Harveian Society,' that he would not occupy the time of the Section with any detail. It seemed to him altogether monstrous to talk of Caesarean section as the treatment for placenta pravia, except in very rare and exceptional cases. So many cases occurred in multiparae in which the patient could be safely delivered by the methods generally accepted, and it was only in cases of great difficulty and danger to mother and child that the operation should be recommended.
The PRESIDENT (Dr. Macnaughton-Jones) expressed the indebtedness of the Section for the valuable paper which Dr. Jellett had read. He had utilized the experience of a historic hospital, which, he was safe in saying, had attracted, and still did attract, more students from distant parts to study midwifery than I Lancet, 1910, i, p. 793. any other existing institution of a similar character. He (the President) still believed in the soundness of the principles which he had taught students in the past to follow in the management of the different forms of placenta praevia; the two most important of these being the indications for plugging and bipolar version. Robert Barnes, whose name must ever be associated along with that of his colleague, Braxton Hicks, in the modern treatment of placenta praevia, as far back as 1864 published the results of sixty-nine cases, in which there were six deaths. Two of these were moribund when admitted to hospital, and all were of a bad type. He then said that he felt sure that if we could always see these cases at the earliest stage of the hwmorrhage, and if they were treated on correct principles, the mortality would be reduced to a point not hitherto known. Perhaps the most complete resum6 of the entire subject hitherto published was that of Ludovico Moncalvi (1909), assistant to Professor Mangiagalli, in the Institute of Obstetrics and Gynicology in Milan. In that institution during the years 1907, 1908, 1909, out of 1,821 deliveries there were 45 cases of placenta provia, with a mortality of 6 of the latter-22 of these were central, 16 marginal, and 17 lateral. In 4 of the 6 fatal cases the attachment was central, and in none of them was it possible to adopt Braxton Hicks's treatment; though it is evident from the statistics that it is largely adopted in the hospital. Sepsis and death followed the one case of central attachment in which Cwsarean section was performed. Moncalvi's monograph was well worth perusal, as it entered fully into the relative importance of such matters as the nature of the placental presentation, the size and weight of the fcetus, the character of the presentation, whether vertex or otherwise, the causes of death, giving the statistical records on all these points of several of the largest clinics of Europe. The whole weight of the evidence is on the side of those who maintain that only in a very limited number of cases, if the condition be treated on scientific obstetrical principles, is Cwasarean section called for or justified. Professor Pinard, of Paris, wrote to him (the President) that from 1898 to 1908 there were 183 cases of placenta prwevia in the Baudelocque Clinic with four deaths, a mortality of 2'18 per cent. A whether in a primipara or multipara, and if any deformity of the pelvis existed. For example, in Professor Kronig's twenty cases he would wish to have these particulars. It seemed to him (the President) that this was a proposal to take the treatment out of the hands of the skilled obstetrician and place it in those of the skilled surgeon, it being taken for granted that the resources of the obstetric art were exhausted. The statistics quoted at the American meeting by Fry and others, and the views held by American obstetricians generally, endorsed by more recent writers, showing the relative results to the mother and child from Caesarean section and those that followed other methods of treatment, confirmed him in the view that so far the evidence was altogether on the side of those who resorted to operation only under very exceptional circumstances, and in which it was not possible to practise such means as those referred to by Dr. Jellett.'
Dr. HENRY JELLETT, in reply, thanked the Fellows and Members of the Section for the extremely kind manner in which they had received him and had criticized his paper. When he wrote it, he thought that perhaps he might be expected to recommend Ctesarean section in these cases, and he was now glad to find that the Section as a whole agreed with his condemnation of it, except in the rarest cases. His views on the subject were based on the statistics he had laid before the Section, and he did not see how anyone could hold different views unless he was prepared to say that he did not regard the Rotunda cases as typical. Dr. Herbert Spencer considered that an occasional case of placenta previa, in which Ca3sarean section was required, might occur, and of course one could not say that this might not be so. Still, the Rotunda statistics were based on a very large number of cases, and in no instance was it apparent that Casarean section would have done any good. Dr. Spencer had also alluded to Kronig's twenty-six successful cases of C:sarean section without any deaths, but this was probably only an accidental series of picked cases. It must be remembered that when Veit introduced the morphia treatment of eclampsia, and Bumm its treatment by immediate delivery, they both got a long series of cases without mortality, and this success subsequently was not maintained. He (Dr. Jellett) quite agreed with Dr. Champneys, in thinking that one must consider the life of the mother in cases of placenta praevia, and
The following statistics did not arrive in time to utilize in the discussion:-Dr.-Thr6s, from Professor Bumm's clinic in Berlin, records from the year 1904 to 1909 179 cases of placenta provia. The total maternal mortality was 5 (2-85 per cent.), 94 of the fcetus (52 per cent.) Fifteen vaginal Coesarean sections were performed, with one maternal death (6-6 per cent.); mortality of the fcetus, 7 (46-6 per cent.). Professor Dimitri de Ott, from the Imperial Institute of Obstetrics and Gynecology, St. Petersburg, writes: During eighteen years there were 111 cases of placenta proevia, with a total maternal mortality of 2-51 per cent., and of the feetus 71 per cent. No Caesarean section has been performed. From Sir Halliday Croom I learn that no Coesarean section for placenta proevia has been performed to his knowledge in Edinburgh, and Dr. Munro Kerr (Glasgow Maternity) says that the only case in which he performed Caesarean section for placenta proevia was the successful one already reported. He is " convinced that the operation has a place in certain well-chosen cases, but these are very few and far between." Obstetrical and Gyna?cological Section 183 that the fretus must take its chance, as experience had taught that the two were, so to speak, antagonistic, and that efforts to save the child only caused a higher maternal mortality. He quite concurred with Dr. Purslow, in thinking that it was impossible to plug the vagina satisfactorily without a speculum in these cases. Post-partum hemorrhage was a real danger after placenta pravia, and it was a golden rule, if it occurred, immediately to plug the uterus without waiting to try other methods, as by so doing any further loss of blood was prevented. In answer to Dr. Routh, Dr. Jellett said that he believed the maternal mortality in a long series of cases of Cwsarean section was about four times greater than the mortality after Braxton Hicks's treatment. Dr. Gow said that we should discuss central placenta prwvia alone, as it was only in case of it that Caesarean section was required. Of course central placenta praevia is more serious than marginal or lateral, but that the latter might also be serious was shown by the Rotunda statistics, as, amongst the five fatal cases, there were three cases of marginal and one of central placenta pravia. He did not agree with Dr. Gow that post-partatm heamorrhage was always necessarily due to laceration of the cervix. He thought Dr. Griffith's case was exceptional, and came under the head of those in which the life of the fcetus possessed special importance. Under such circumstances, Cesarean section in the foetal interests might undoubtedly be justifiable. He thanked the President for his remarks, and hoped that, in the present case, the statistics presented were reliable, and that he had escaped the dangers which surround all collectors of statistics.
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